These terms are used (synonymously) in cases where the optic disc could easily be mistaken on ophthalmoscopy for the swollen disc, that is: papilleedema or optic neuritis. There is always vascular congestion in the genuine swollen disc, but the degree of elevation, protrusion of vessels and blurring of the disc margins are variable, can occur independently of an active swelling and are the three features by which a disc may wrongly be labelled as 'swollen'. These three, singly or in combination, together with the absence of vascular congestion are the features of the pseudoneuritis group. The trio are not, in any of the cases which I am presenting, as marked as one would expect in a florid papilleedema, but vascular congestion is conspicuous by its absence both in this series and in all pictures and descriptions by other authors. The congestion in a case of genuine papillcedema, even in its earliest state, is most typical in the way it affects the tiny vessels curling over the edge of the disc. This gives the swollen disc its heightened colour. First seen in December 1963 because he had not been making his usual progress at school and for a year had been having headaches which sometimes awoke him at night. The vision was excellent but there was low-grade and chronic papilloedema. There were fine dilated tortuous vessels over the edge of the discs and the right showed two small hemorrhages. He was referred to the neurosurgeon who decided to admit him. Although there were some vague intracranial signs he was allowed home in two weeks with a provisional diagnosis of pseudotumour cerebri. He was kept under observation, the hemorrhages had gone in a month, the congestion of the discs gradually subsided, he remained free of headaches and improved in his school work. When last seen on 11.9.64 the discs were still elevated and blurred but nothing else (Fig 1) . Without the previous history this case could have been labelled pseudoneuritis instead of pseudotumour.
Of the 16 cases of pseudoneuritis described in Table 1 , all except one were seen in the last year. Three were first seen by other ophthalmologists and referred for neurological investigation (with negative findings) on account of the appearance of the discs. None of these cases was of the ordinary hypermetropic type and in fact none had undue hypermetropia though some showed considerable astigmatism or unilateral myopia. The first 9 cases are of types already familiar to The remaining 7 all come into a category which does not appear to have been described as an entity though I am sure that some of the pictures, 'pigmentary retinitis' and 'drusen secondary to heredodegeneration' mentioned in the literature relate in fact to cases of this type (Juler 1914 (Fig 2) . On looking towards the periphery there was marked choroidal exposure (Fig 3) . There were no bone corpuscles and no similarity to retinitis pigmentosa. The peripheral fields were full but the blind spots showed some -irregularity of outline. He shows one unique feature -in that although the irides are brown and the stroma appears normal they transilluminate most beautifully. to be found mainly in the anterior half of the fundus, sometimes reaching back to the disc but apparently sparing the macular area. None of these shows marked translucency of the iris like R D. They show, however, a more marked red reflex on transscleral illumination than would normally be expected. All had good acuity and none showed nystagmus or any of the features of albinism or partial albinism as it is ordinarily understood. (Heine 1920 , Huber 1952 , as also does drilsen (Lauber 1921 , Lorentzen 1961 , Hoyt & Pont 1962 , the immediate relatives of my patients with this pigmentary deficiency were examined, but no similar fundus changes were found. The number of patients and of relatives is, however, too few to give any positive indication on heredity.
This series of 16 cases showed a very low incidence of dritsen compared with other series and even the 2 cases suggestive of drilsen were not at all definite. I think, however, that, in other series, drusen has been assumed too often and buried drtksen postulated where there was really insuf- The operation for removal of the cataract should be planned so that the filtering cicatrix is not disturbed. I think most surgeons will agree with this now -even those who at one time stated that the bleb did not matter and who extracted the cataract in the ordinary way ignoring it.
It follows, therefore, that more than one method will achieve this object. The incision can be made above, but in the cornea so as to avoid the ifitering scar. It can be made below, or it can be made laterally. The advantages claimed for inferior and lateral incisions are that they avoid completely the filtering scar and the post-operative inflammatory reaction is well away from its site. I think, however, that they have many objections, and are more exposed than superiorly placed incisions, which are protected by the upper lid. Also, if an iridectomy has to be done it is not so good below or to the side. Scheie & Muirhead (1962) performed a series of each of these operations and were strongly in favour of the first method. They also treated 11 cases by a filtering operation at the lower limbus,,
